THE object of this paper is to bring before you certain facts and suggestions relating to that foriii of cerebral syphilis of which the clinical manifestations are headache and optic neuritis, with or without localising symptomiis.
manifestations are headache and optic neuritis, with or without localising symptomiis.
A patient has recently been under my care in the National Hospital whose clinical history shows several of the points that I wish to einphasise. It is fromn this case that the specimiiens of cerebral gumima, which are before you to-night and which have been prepared by Dr. Holmes, have come.
A very brief outline of this case will suffice to show certain peculiarities of importance. The patient was a middle-aged ma.n who had had somiie years previously a venereal sore which had not been followed by any other imianifestations of syphilis. In the spring of 1907 he began to suffer with a fixed pain in the left occipital region of the head and with slight epileptic attacks, and he had occasional diplopia. He was treated with iodide of potassium in moderate doses, but his symptoms persisted and becallme rather worse. I saw himn first in May and I could find no other signs than the headache and the occasional fits. There was no optic neuritis. He was put upon niercury and iodide in full doses for four weeks. Neither the headaches nor the fits were materially improved by this treatment, and in August a quadrantic hemianopia was noticed for the first time; there was still no sign of optic neuritis. He was again put upon mercury and iodide, but in spite of this the fits became more severe, the hemianopia became more extensive, and three weeks later, while still taking antisyphilitic remedies, he developed an optic neuritis. He was taken into hospital and the outer surface of the left occipital pole was jc-12 explored by Mr. Armour, who found and reimioved a mlultilobed guimmiila which was growing fromii the dura and was pressing into the convexity of the left occipital lobe. The tulmlour was exceedingly firmii and tough, and was of cartilaginous consistency, showing no tendency to any caseation.
The patient milade an uninterrupted recovery, the heiiiianopia persisting.
The features of this case to which I wish to call attention are these:
(1) The patient presented no signs of other syphilitic lesions, past or present.
(2) The symlptomns had developed insidiously and had progressed slowly.
(3) The sym-lptoms had progressed and optic neuritis had developed while the patient was taking antisy philitic remiiedies.
(4) The growth was of an exceedingly hard and toughl consistency with no signs of caseation. So hard Was it that at the operation it was presumied to be a fibro-sarcoina. It is difficult to conceive of a growth of this consistency becomiiing absorbed even under the muost vigorous antiluetic treatlment.
The absence of other syphilitic lesions, past or present, in those who are the subjects of cerebral guIIiimna is a fact that has been so strongly eimnphasised by nearly all the authorities who have written upon this subject as allmost to suggest the conclusion that in a case of intracranial tumlour the presence of syphilitic lesions in other regions of the body would be in favour of the cerebral growth being of some other nature than syphilitic. This is, of course, absurd, but the deduction is that the presence of other lesions due to syphilis is a most uncertain indication that the cerebral growth is syphilitic, and their absence is no indication whatever that it is not syphilitic.
One of the peculiarities of the cerebral gummlllla, then, is that it is so often the sole lesion that appears, the primiiary manifestations being of course excepted. I think that the rapidly oncoming cases belong chiefly to the class with no localising symptoms and the insidious cases to the class in which localising symptoms are present. I think further that the severe cases without localising symptoimis are mlore amenable to treatment and recover more rapidly than the insidious cases with localising symptoms. I have seen a good numllber of these rapid and severe cases, and I think they have all recovered under antisyphilitic treatment with the exception of two cases. These two cases died very soon after they camiie under observation, and at the autopsies was found no growth at all, but simply a condition of hydrocephalus. In one of these cases the cause of the hydrocephalus was not apparent, in the other the cavity of the fourth ventricle was, to a large extent, obliterated by a simple adhesion of the roof to the floor of that cavity. Two small, hard, cicatrised lumps, the size of peas, were found in the frontal region in this case, and they were certainly the remains of gummata long since healed. I submit to you, then, that in some of those cases of syphilitic cerebral disease characterised by a rapid development of headache and optic neuritis without localising signs we are dealing with cases of acute hydrocephalus resulting from syphilitic ependymitis, and that the majority of such cases recover under antisyphilitic treatment, which brings about a re-establishmnent of the normal hydrostatic conditions of the cerebro-spinal fluid.
The early appearance of optic neuritis in the acute cases suggests that some general condition is responsible for the symptoms rather than a localised gumma, since the latter, growing from the membranes and involving the brain tissue from without inwards, and being most frequently situated in the region of the henlispheres, is the least likely to be associated with an early onset of optic neuritis.
The increase of the symptoms and the appearance of the hemianopia and optic neuritis while the patient was under the influence of antisyphilitic remedies was remarkable, but it is not a very uncommon event in localised cerebral gumumata. The following explanations for this event are possible:
(1) That the treatment eimployed was not sufficiently energetic.
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Collier: Some Peculiarities of Ceerebral Gunamata (2) That the growth underwent a fibroid transformllation as the result of treatment without nluch shrinking in volumiie.
(3) That the symptoms of intracranial tumour and their increase are dependent upon some secondary change in the cerebral tissue in the immediate neighbourhood of the growth, and not to the actual increase in size of the growth itself. (The hardness of the growth at the time of operation imiade it very unlikely that the growth was increasing in size at the period of the most rapid developmilent of syimptomns.)
The very hard and firm consistence of the growth in this case, and the absence of any sign of caseation, suggested the iimlpossibility of its complete absorption by mledicinal treatlmient.
Sir W. Gowers has drawn attention to an indurative change in cerebral gumiumata as the cause of the non-disappearance of local syinptoins.
Such a fibroid transformilation without illuch diimiinution in bulk, even after years, is sometimes seen in subcutaneous gumnilata. It is probable that such a change is responsible for the persistence of the local symptommis in cases of syphilis of the base of the brain characterised by mnultiple and permanent cranial nerve palsies.
The possibility that a gummlilia of the brain m-lay not disappear as the result of adequate antiluetic treatment miiakes surgical interference iilmperative in those cases where symnptoins are increasing, in spite of adequate miiedicinal treatment, provided always that the localisation is exact and is such as to allow of the probability of successful remioval without too great damlage to the more important regions of the brain, especially the mlotor region. In cases where the symptomns have reached a severe intensity before treatiment is coimmenced, and where definite localising symptoms are present, surgical interference amounting to the opening of the skull over the region of the gumi-nla, and perhaps opening of the subdural space, also without any attemiipt to remove the growth, is suggested as the best course to relieve urgent symptomiis and to gain time for the thorough exhibition of antiluetic remedies.
It is of great ilmlportance to bear in mind that the synmptomis of intracranial growth miiay entirely disappear under antisyphilitic remedies when the nature of the growth is okher than syphilitic. In three cases where this had occurred the symptoms remained in abeyance for over a year, but returning proved rapidly fatal. Autopsy revealed a large tuberculoma in one case and fibro-sarconla in the other two cases.
The conclusions that these renarks suggest are as follow:-(1) The differential diagnosis between syphilitic tumours and nonsyphilitic tuinours of the brain can only be arrived at clinically from the results of antiluetic treatment, and the diagnosis so obtained is far from certain.
(2) Syphilitic cases of acute onset, characterised by absence of any localising symptom and by the severity of the general symptoms, including optic neuritis, are probably cases of acute hydrocephalus resulting from syphilitic ependymitis.
(3) Certain changes of a fibroid nature occurring in a cerebral gumma may cause a regular increase in the symptoms, in spite of treatment and the persistence of local sym.ptoms.
(4) In cases where symptoms increase in spite of treatment, surgical interference at an early date is advisable, either for the purpose of relieving urgent symptoms and allowing an exact diagnosis of the nature of the growth to be made by the microscope, or for the purpose of extirpating the gumma where this procedure can be carried out without causing great damage to important regions of the brain.
DISCUSSION.
Sir VICTOR HIORSLEY said that the question which Dr. Collier had raised was a most important one, and it was very interesting to have it brought before the Section now, because recently in Germany, where the same subject was discussed, an opposite conclusion was arrived at. He was sure it was because the idea of treatment there was based upon hard and fast rules, instead of the very practical issues which had been raised by Dr. Collier. The Section was especially indebted to Dr. Collier for his differentiation between diffuse and localised cases. As he (Sir Victor) had only a few days ago operated upon a case in which there was a small gumma that had grown under treatment, and it bore closely on what the author had been saying, he thought uhose present would like to hear of the case. It was that of a man whom Dr. Risien Russell saw about six weeks ago, and whom he himself saw directly after that consultation. The history was that on two previous occasions he had had a Jacksonian fit, which consisted simply of motor aphasia; there was said to be no twitching. Although the practitioner in charge said that syphilis was absolutely impossible, it was decided to put him to bed and apply massage treatment with most vigorous mercurial inunction. That was done, and he had another fit ten days after the treatment began, and a third a week later. A fourth occurred at the end of five weeks' severe treatment. It was obvious that his nutrition was markedly improving, although his epilepsy was more frequent. In the last fit a very interesting point was accidentally noticed. His brother was sitting close to him, reading aloud, and, noticing that something was happening, he thought if he continued to read aloud the fit would be arrested. He did so, and the patient never lost consciousness; he heard the reading perfectly well, but could not understand a word of it. He was brought to London on account of the recurrence of the epilepsy, and saw Dr. Russell, and it was considered advisable to explore the case at once. In connection with the penultimate attack, the patient said that when he felt it coming on he tried to go out of the room, and then felt that the right side of his face was drawn. That was the only motor spasm recorded. He (Sir Victor) explored the foot of the ascending frontal gyrus, and found a minute gumma, 1 in. long, surrounded by a broad zone of hyperamia, and the whole of the ascending frontal, superior frontal, and ascending gyrus filled with pachymeningitis of a most acute type. He excised the gumma, and the wound was already healed and the man seemed well. That was a clear instance of a gumma growing under the most active treatment. Surely the lesson to be drawn from such cases was, that in regard to the cases which got well there was no proof that they ever had gumma at all-they might have been cases of pachymeningitis. There was a much more favourable outlook in cases of pachymeningitis than in cases of gumma. But if after thorough mercurial inunction for five or six weeks the case continued to be localised, the safest course was that mentioned by Dr. Collier-exploration.
Dr. PURVES STEWART said he thought all were in agreement in regard to the main point raised by Dr. Collier, but there were other lesions of intracranial syphilis which did clear up under antisyphilitic treatment, and an important point on which he had hoped to have heard Dr. Collier's opinion was as to how long one ought to persist with antisyphilitic treatment in cases which appeared to be doing well. At first sight, the answer might seem to be: Go on until the symptoms stop. But such an answer was fallacious in two respects. First, the treatment might be persisted in too long. The patient's focal symptoms might never clear up; and this was readily understood because even after the removal of an active syphilitic growth by mercury and iodide of potassium a certain amount of structural damage might be left behind which might never be removed by any amount of treatment. Mercury and iodides could never remove the fibrosed tissue, nor restore sclerosed tracts, nor regenerate nerve-cells. But, on the other hand, the treatment might not be carried on long enough. Treatment might be stopped when the symptoms subsided, and yet there might he syphilitic involvement of a part which did not cause focal symptoms, and if, later, the disease extended to a part which did produce symptoms, there would be cause for regret that the treatment had not gone on long enough. There should therefore be some criterion as to the duration of treatment other than the patient's signs and symptoms ; and he suggested that an important diagnostic point was the condition of the cerebro-spinal fluid. It was known that active syphilitic lesions were accompanied by well-marked lymphocytosis, and that as an intracranial syphilitic lesion subsided the lymphocytosis diminished and ultimately disappeared. Therefore he suggested that treatment should be continued until the cerebro-spinal fluid became normal, the fluid being examined at regular intervals, even after apparent cure. The reappearance of lymphocytosis should be an indication for the resumption of antisyphilitic remedies.
Dr. FARQUHAR BUZZARD said that one or two important questions had just been discussed, but they required a little further analysis. He understood Dr. Collier to say that those cases which were most easily recognisable were those in which antisyphilitic treatment had the least result. That might be a true observation of cases seen in the wards of a hospital, because cases of doubtful origin were often admitted into the wards. In the out-patient department there was a considerable number of cases in which one had no hesitation in diagnosing a syphilitic lesion, generally gumma of the cortex, and in which the result of antisyphilitic treatment was that they got perfectly well. He could recall several such cases. The cases about which there was doubt were those which were admitted into the hospital. Therefore he did not agree with the general statement that the easily recognisable cases were those which required most early operative treatment. In reference to Sir Victor Horsley's point concerning the alteration in symptoms, what alteration was one to expect in a case which was having epileptic fits as the result of antisyphilitic treatment ? Such patients might improve in health, might lose their vomiting and headache, and yet the epileptic fits might persist. Was that a reason for removing the focus, which might be a healed scar of the disease ? If the object of surgery in such a case was to remove the only remaining symptom, the epilepsy, would that result be attained ? Was is not rather the removal of one scar and the substitution of another? He thought they should be guided by the result of experience in removing scar tissue for the treatment of epilepsy, a procedure which had proved a failure in practice. With regard to the diffuse syphilitic cases which resulted in acute hydrocephalus, he did not altogether agree in thinking that many cases of acute hydrocephalus due to basal syphilitic meningitis were cured by antisyphilitic treatment. In those cases the syphilitic process might be stopped, as he had seen several times in the post-mortem room, and yet the hydrocephalus not only remained, but became progressive and killed the patient. If surgery could provide some means of overcoming the hydrocephalus when the actual syphilitic disease had been arrested it would bring in a very useful remedy.
Dr. COLLIER, in reply, said Sir Victor Horsley stated that pachymeningitis was one of the causes of the symptoms of cerebral syphilis, but he, Dr. Collier, had not come across a case of syphilitic pachymeningitis of such extent as to produce the symptoms of cerebral tumour. If so, it would come under the heading of meningeal gumma rather than tumour. Dr. Purves Stewart asked how long treatment should be carcied on, and his reply would be that the treatment should be continued as long as the symptoms were disappearing, and that the case should be subsequently treated as an ordinary case of syphilis, i.e., cessation of treatment for periods, with good feeding, the periods getting longer and longer. He did not think there was much difficulty in arranging such treatment, which accorded with the best results and with common sense. There were very grave difficulties about the diagnosis of the cerebro-spinal fluid. Private patients would naturally object to being periodically punctured to see whether or not they should have antisyphilitic treatment; moreover, he was not fully convinced that the condition of the cerebro-spinal fluid was an absolute indication. If the gumma were far removed from the cerebro-spinal fluid, he did not think that fluid would of necessity show changes sufficiently strong to go upon. * Dr. Buzzard had misunderstood him a little on two points.
He (Dr. Collier) agreed that there were many cases which got well under antisyphilitic treatment. His point was that the cases which did not get well were rather among the cases of slow onset and with localising symptoms than among the acute fulminating cases, which he attributed rather to a condition of acute hydrocephalus than to the presence of a gumma. That hydrocephalus was undiagnosable, the clinical condition being exactly like that of non-localisable cerebral tumour. He thought Dr. Buzzard believed him to have said that that hydrocephalus occurred in basal syphilitic cases. In the two cases above referred to the lesion was confined to the ependyma, and it was a slight lesion.
The Nervous System of a Dog, which suffered from Ataxia and Involuntary Movements.
By F. E. BATTEN, M.D., and GORDON HOLMES, M.D.
White bull terrier-healthy till foturteen, mionths old-failure of eyesigh t-becamne dull-unsteady in, ga,it-spansmodic mzovenients of limibs -progressive deterioration. Killed w h en fifteen noWths old. Miicroscopical e.xamination: Ala,rked perivascula r infiltration, infiltration of brain tissue ; the braini is more affected than the cerebellumi or miedulla, and the mnedulla mnore than the 'spinal cord. The cell changes are mitost mnarked in the cells of the cortex. There is conzsiderable degeneration of the cortico-spinal tracts.
The case is that of a white bull terrier, born in July, 1906. He was healthy till September, 1907, when his owner noticed that the dog's eyesight was defective and he was becoming dull. Mr. Bower, who saw him on September 5, stated that the dog had chorea or some form of brain derangement. There was no acute onset and the dog was not known to have had disteniper. On September 10 he came under the care of Mr. Hobday, and although he improved to a certain extent-in his general condition he slowly and steadily deteriorated.
On examination on October 10 the dog was in good condition, well nourished, and had a good coat; he could take his food well. When left alone the dog walked round the stable in an aimless manner, the head bent down. He did not seem to see, and in walking round the stable was guided by the wall. When he came to a corner his progress was arrested and he would apparently have remained standing in that position for an indefinite time unless his head was turned out, when he again went on his peregrination round the room. He walked on a very
